and therefore define satisfaction as the degree of congruence between expectation and accomplishment. 17 18 This means that we must know what patients expect before we ask about satisfaction with the care they have received.
Research ethic committees, editors, reviewers, and last but not least, readers share a common problem: they have to assess whether a special instrument-normally a self-report questionnaire-is actually able to measure what it claims, in our case, patient satisfaction. The development process of health measurement scales is rather complex and must follow a rigorous step-by-step approach. 19 -21 Basically, it should include at least elements of content validity, construct validity, and reliability. Content validity implies that the instrument must contain all relevant factors important to the trait under study. To assure high content validity, a literature search, expert's and patient's view should therefore be included. Construct validity assesses whether the instrument really measures what we think it should measure. A major point in this context is whether the aspects being assessed are 'translated' in a comprehensive way into questions. Another method to check for construct validity is the inclusion of already validated scales in the test questionnaire. The relationship between similar constructs in the new questionnaire with gold standard scales then becomes a measure of the external or concurrent validity. The basic concept of reliability is simple. It is a way to reflect the amount of error which is inherent in any measurement. In principle, there are two approaches to evaluate reliability; stability refers to the reproducibility of an instrument, in terms of administration by different scorers or by the same scorer on different occasions or time-intervals (e.g. test-retest reliability), scale reliability evaluates the extent that the items incorporated into a scale actually measure the underlying construct. The correlation between items measuring the same construct is usually described by internal consistency. A classic approach to measure internal consistency of a scale is to determine the Cronbach a reliability coefficient. A coefficient of 0.7, for example, tells us that 70% of the variance in scores is due to true variation and 30% is due to measurement error (i.e. inaccuracy in measurement). In general, values greater than 0.70 are considered acceptable.
As mentioned above, single-item ratings are unqualified to measure patient perceptions. Patient satisfaction (with anaesthesia care) should therefore be measured multidimensionally using a multi-item technique for each dimension. 22 -24 Patient satisfaction surveys in anaesthesia which are performed with psychometrically developed questionnaires have shown that 'information' is by far the most important dimension to assure high patient satisfaction in the perioperative period. 24 As most 'information' is communicated in the preoperative phase, the measurement of the performance of a preoperative assessment clinic makes a major contribution to a total satisfaction score.
In the November issue 2007 of the British Journal of Anaesthesia, Edward and colleagues 25 described the development of an instrument to measure patient experience of a preoperative assessment clinic. Their study provides evidence for a psychometric development process and the whole questionnaire is shown in the appendix. Although the primary goal was to deliver a 'recipe' of how to develop a valid and reliable instrument, the strength of the paper could have been improved by presenting the detailed results. Roughly speaking, there is a wonderful cake, but you do not know how it tastes. Nevertheless, we have to appreciate Edward and colleagues' work, and we would recommend using their cost-free recipe to assess the experience of your patients.
A further problem with surveys of patient satisfaction is the use of surrogate endpoints. 26 This means incidents (e.g. postoperative pain, nausea, and vomiting) or activities (e.g. pain management) are used instead of the true outcome measure (e.g. patient satisfaction). The main problem is the wrong and, in most cases, unproven assumption of a positive relationship between the surrogate endpoint and the true outcome. 27 Researchers often take it for granted that patients with postoperative pain are automatically dissatisfied with pain management or, worse, that postoperative pain is directly linked to patient dissatisfaction. For example, Svensson and colleagues 28 studied the influence of expectations and pain experiences on patient satisfaction with pain management. Even though 91% of patients expected moderate to severe pain and 76% reported such pain, only 8% were dissatisfied. Although pain management contributes to global satisfaction, its influence is far less than, for instance, information or continuity of care.
Patient satisfaction is beyond doubt an important nontechnical outcome measure. However, statements about patient satisfaction should be based only on results from surveys with valid and reliable instruments. Single-item ratings do not give a true indication of care. The use of surrogate endpoints instead of valid outcome measures must be regarded very cautiously until a definite correlation has been scientifically established. 
